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Sample of a Correctly Aligned 1500 Health
Insurance Claim Form

[1500 )
HEALTH INSURANCE CLAIM FORM

APPROVED BY NATIONAL UNIFORM CLAM COMMITTEE 08,058

PICA PICATT]

1. MEDICARE MEDICAID THI:L«E.ES CHAMPVA HEJ”H e EFCA s OTHER| 12 INSURED'S 1.D. NUMBER {For Progeam in hem 1)
. . 3 LUNG
Du\.'ecilc.!-'r # E..\-.w.:.:d IJD Sponsor's SSN) D (Member ID#) SN or l D (SSN) L_J D) 1234567890
2. PATIENT S NAME (Last Narme, First Name. Middle Inifial) 3 Pr:.‘T EIJ"I'BEIIHTH DATE SEX 4. INSURED'S NAME (Last Name, First Mame, Middle Initial)
MEMBER, IM A. MM bD YY [ | X
5. PATIENT S ADDRESS (No., Streel) 6. PATIENT RELATIONSHIP TO INSURED 7. INSURED'S ADDRESS (No., Strsel)
609 WILLOW ST selt[ ] spouse[ | chi[ ] omer[ ]
cmyY STATE | 8. PATIENT STATUS CITY STATE
ANYTOWN wi Single [ ] Married | oer [ |
ZIP CODE TELEPHONE (Include Area Code) ZIF CODE TELEPHONE (include Area Code)
F Full- Tll“e Pan-Tima F. \
55555 (XX XXX-XXXX Enployed || Sident || Siudant |_] ( )
G OTHER INSURED'S NAME (Last Name, First Name. Middle inifial) 10. 15 PATIENT'S CONDITION RELATED TO 11, INSURED'S POLICY GROUP OR FECA NUMEER
Ol-P M-8
a. OTHER INSURED'S POLICY OF GROUP NUMBER a. EMPLOYMENT? (Current o Pravious) 3. WSURED'S DATE OF BiTH SEX

1 DE'l YY

[Jves [ Juo " : ! ml] ]

PATIENT AND INSURED INFORMATION —«}‘H—CARRIER——)—

b -i;l;:-i ER IBSLIHEDEPATE OF BIRTH SEX b. AUTO ACCIDENT? PLACE (State) | b. EMPLOYER'S NAME OR SCHOOL NAME
| | g
‘ES NO
|| |w[] o] [Jres [,
c. EMPLOYER'S NAME OR SCHOOL NAME c. OTHER ACCIDENT? c. INSURANCE PLAN NAME OR PROGRAM NAME
[Jves [ ]no
d INSURANCE FLAN NAME OR PROGRAM NAME 10d. RESERVED FOR LOCAL USE d. IS THERE ANOTHER HEALTH BENEFIT PLAN?
D YES DN' If yos, retumn o and complets item 9 a-d
READ BACK OF FORM BEFORE COMPLETING & SIGNING THIS FORM, 13. INSURED'S AUTHOREED PERSON'S SIGNATURE | authorize
12. PATIENT S OR AUTHOREZED PERSON'S SIGNATURE | authorize the rdease of any medical or cther nlommation necessary payment ol madical benslits 1o the undersigned physician or supplier lor
i process this claim. | also request payment of government bensfits sither to myself or 1o the party who accepls assignment samicas described balow
below
SIGNED DATE SIGNED b
14. DATE OF CURRENT ILLNESS (First symplom) OR 15. IF PATIENT HAS HAD SAME OR 'SIHJL—\H ILLNESS. | 16. DATES PATIENT LINABLE TO )L
L ] | YY ‘mwm. Accidant) GIVE FIRSTDATE MM , DD | MM DDy Y
PREGNANCY(LMP) I | FROM | | |
-.Fv1€ OF GEFEF’HIH-_‘ PROVIDER OR OTHER SOURCE 17a 18 HC»SPITI-‘H’LT I-DI'EI D-‘TES REL&TED TOC l.rIF%'rF?ENT[ScEH%'ICEE‘;_Y
| | [y
I.M. REFERRING PROVIDER i 1P 0123456780 FROM | | TO | |
19. RESERVED FOR LOCAL USE 20. QUTSIDE LAB? $ CHARGES
[Jres [ | |
21. DIAGNOSIS OR NATURE OF ILLNESS OR INJURY (Relate items 1, 2, 301 4 1o tem 24E by Line) 22 MERICAID RESUBMISSION
e, ORIGINAL REF. NO.
oL XX XX XX . XX L L XX XX XX . XX ; |
23. PRIOR AUTHORZATION NUMBER
| XX XX XX . XX . XX XX XX . XX
:‘J Jq E--\TESWF SERVICE B c D. PROCEDURES, SERVICES, OR SUPPLIES e F G, J =
From To [PLACE OF ( n Unusual Circumstances) DIAGNOSIS DS RENDERING [=]
MM oD YY MK 1] YY |SERVCE | EMG CPTHCPCS | MODIFIER POINTER & CHARGES 1) PROVIDER ID. # E
o , o , ZZ 123456789X -
mmopyy | | [ [xx| Dboooxx [xx| [ | x | xxxxx| 1 | [* 0111111110
=
| [ | | | | 1 I e s
A N S I | [ 1 | | | | | | [w g
=
[ | | i e b e i "8
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N Y I O I | [ 1 | | | L 1| [w s
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) Y O O A I S I | | | [w 2
| ! | | | | 1 I RS o
| Lt 1 & [ [ 4 | ! [ ] f] ] [w %
E
| [ | | i B it
1 | 1| | | Wi | &
25, FEEEde_ TAX |.D. NUMBER SEN EN 26, PATIENT S Ad JUNT NO. 28. TOTAL CHARGE 29. AMOUNT PAID 30, BALANCE DUE
= o | 3 |
1234JED DYES I:]“-' LXK 000 XXX
ATURE OF PHYSICIAN OR SUPPLIER 22 SERVICE FACILITY LOCATION INFORMATION 33. BILLING PROVIDER INFO&PH ¢ ]
I0ING DEGREES OR CREDENTIALS b d
(1 cartiby thal the stalsmenis on Ihe revess I.M. PROVIDER
apply 1o this bill and are made a part thereol.)
1 W WILLIAMS ST
IM. Provider MM/DD/YY ANYTOWN WI 55555-1234
a (=3

SIGNED DATE ' 0222222220 I Z2Z1 234551&2!

NUCC Instruction Manual available at: www.nuce.org APPROVED OMB-0 9 FORM




